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Introduction 
People with apparently similar clinical characteristics often 
respond in very different ways to managing symptoms and 
making health and illness decisions. Some differences in 
behaviour may be caused by differences in psychological 
characteristics, for instance the effect of anxiety or depres- 
sion on patient self-management. However, many differ- 
ences in ways of behaving are ‘socially learnt’ differences. 
Social learning from family, friends, teachers and work- 
mates is the basis of what we think of as normal ways to 
behave. However, what is ‘normal’ to one social group may 
seem odd or irrational to other groups. Understanding 
social influences on health and illness behaviours can help 
us to understand why patients behave in ways that seem to 
make sense to them but do not fit the clinicians’ expecta- 
tions. Understanding these differences in behaviour styles is 
also important in developing effective educational and 
management interventions for patients. 
In studies of patient attitudes and behaviour, we usually 




(3) socioeconomic status (SES); and 
(4) education. 
factors such as the doctor-patient relationship. Although 
doctors may sometimes feel that they have little impact on 
patient styles of illness management, or habits such as 
smoking, evidence suggests that this is not true. Doctors’ 
views can be distorted by their experience of the ‘revolving 
door’ patients who are most resistant to advice. 
Health behaviour and illness behaviour are two separate 
and complex topics. When we talk about health behaviour, 
we are usually referring to habits with health consequences. 
Typically, these include diet, alcohol use and smoking. 
These health habits are very much part of social relation- 
ships within family and friendship groups. This can make 
changing health habits difficult (a different diet for only one 
family member, one person in the friendship group who 
does not smoke). Illness behaviour on the other hand 
usually refers to differences in the ways individuals respond 
to symptoms, when these occur. Illness behaviour is also 
learnt socially (from family, peer groups and role models in 
the wider society). However, it is likely to be more private 
and individual. Changing one’s illness behaviour (for 
instance, becoming more compliant with medication use) 
will not have the same social consequences as stopping 
smoking or changing habits of alcohol use. For these 
reasons, this paper discusses social influence with particular 
reference to respiratory care, in two main areas: smoking 
behaviour (a negative health habit); patient response to 
symptoms and co-operation with management (illness 
behaviour). 
These broad characteristics are related to differences in 
behaviour because in our Western society social subgroups 
are largely determined by these four factors. Within our 
family and peer groups, we learn health habits, ways of 
responding to illness and expectations of patient-doctor 
relationships. We learn what is ‘normal’ for male and 
female health and illness behaviour and for behaviour at 
different ages and life stages. We learn behaviour associated 
with our family’s occupational and economic character- 
istics (SES). Of course, because Western industrial society 
has a high degree of social mobility, we may move into 
other social groups and learn new ways of behaving. Later 
social learning about appropriate response to symptoms 
and health decisions may also be highly influenced by 
Correspondence should be addressed to: L. Osman, Chest Clinic, 
Aberdeen Royal Infirmary, Department of Medicine and Thera- 
peutics, University of Aberdeen, Aberdeen, U.K. 
Social Influences and Smoking Behaviour: 
a Health Habit 
DEMOGRAPHIC FACTORS: AGE, GENDER, 
EDUCATION, SOCIOECONOMIC STATUS 
Smoking behaviour is one of the most widely studied areas 
in respiratory care. The chance of smoking is significantly 
related to social factors, particularly gender and occu- 
pational status. Women were formerly less likely to 
smoke than men. Now young women are more likely 
to smoke. There is a strong smoking-occupational 
gradient. This ranges from highest smoking rates among 
unskilled workers to lowest rates among upper professional 
workers (1). 
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Smoking habits are a good example of how broad social 
influences can gradually change styles of behaviour within 
groups. Evaluation of health education programmes rarely 
finds them to have strong effects over short periods. How- 
ever, the changes in attitudes to smoking show how health 
education publicity can influence a gradual drift into new 
styles and new norms within some groups. Osler (2) has 
described how in Denmark between 1953 and 1991 male 
smoking has declined from 78 to 47%, and yet for women 
has remained constant at 40% over this time. 
Changes in widespread health habits, such as smoking 
and dietary habits, usually enter at high status levels and 
move down the SES and educational gradients (3). Edu- 
cation will be linked to more exposure to discussion about 
consequences of health habits. Also, individuals in higher 
SES and education groups have higher standards of living 
and other sources of pleasure and support, when deciding 
to break habits. Over time, attitudes within higher SES 
families shift, parents are less likely to smoke and hence 
children in these families (4) do not take up smoking if he or 
she has a higher SES. Although as described above there is 
a strong smoking-occupational gradient, with lowest rates 
among upper professional workers, SES does not predict 
success in smoking cessation (5). 
SOCIAL PROCESSES IN THE DEVELOPMENT OF 
SMOKING HABITS 
In smoking behaviour, the most powerful social processes 
of influence are peer and family habits and attitudes. The 
number of friends who smoke is one of the most important 
predictors of whether any individual will smoke, regardless 
of education or occupation (6). 
de Vries (7) investigated differences in attitude to 
smoking among Dutch adolescents, comparing high socio- 
economic with low socioeconomic adolescents. He found 
that low socioeconomic adolescents were more likely to 
view smoking as part of meeting people and to experience 
more peer pressure to smoke. Parental smoking was a 
strong influence. Smoking behaviour follows the pattern 
found in alcohol habits: Leifman et al. (8) have shown that 
drinking habits among Swedish 18-19 year olds are most 
closely linked to sociability and parental drinking habits. 
However, peer influences and role models can have a 
positive effect in contradicting the effect of family norms. In 
Scotland, Glendinning et al. (9) found, in a longitudinal 
study of more than 2000 late adolescents, that the social 
class of their family had little relationship to their own 
adolescent smoking habits. They found that adolescents 
who were socially mobile from their original family SES, 
for instance those who had reached higher education levels 
than their parents, were less likely to smoke. Thus, it 
appeared that family norms were weakened as teenagers 
moved out into other social groupings and that habits 
changed as adolescents become socially mobile. 
The power of social influences is not much affected by 
personal differences, which should make smoking a risky 
health habit. Wakefield et al. in an Australian study (10) of 
3019 adults compared smoking attitudes and habits 
between respondents with asthma and non-asthmatics. 
Respondents with asthma were as likely to smoke (28% 
were smokers). Asthmatics had similar attitudes to smok- 
ing, readiness to quit and history of attempts to quit to 
non-asthmatics. More than 40% of smokers with asthma 
did not believe that smoking affected their asthma. Several 
studies have found that asthmatic adolescents are more 
likely to smoke than those without asthma. Townsend et al. 
(11) found that among 491 adolescents attending an invited 
health check in general practice, smokers were more likely 
to have health problems caused by asthma than non- 
smokers (25 vs 16%). In an Australian study of 4550 
adolescents Forero et al. (12) found that tobacco and 
alcohol consumption were highest among adolescents with 
asthma. These adolescents reported feeling lonely more 
often and having more negative social perceptions and 
feelings. 
INTERVENTION: SOCIAL SUPPORT AND 
MEDICAL INFLUENCE 
The factors which influence behaviour change are probably 
better understood in smoking cessation intervention than in 
almost any area of health care. Social support is an 
important maintainer of smoking habits. 
Murray et al. (13) studied 3923 adult smokers with mild 
to moderate airways obstruction. They found that social 
support by an ex-smoking partner was the most significant 
predictor of successful cessation, but that support by a 
smoking partner was also a significant positive influence. 
However, this was so only for men. Partner support was not 
significantly related to cessation for women. 
Social influence from medical caregivers can influence 
smoking cessation, without a structured intervention pro- 
gramme. The British Thoracic Society studies (14) showed 
the significance of the doctor-patient relationship in 
behavioural interventions. In these studies, signed letters 
encouraging smoking cessation were significantly more 
effective for cessation than the same letters not signed by 
the patients’ doctors. Doctors may often feel that their 
advice does not influence patient behaviour: the evidence is 
that it does, in the long run, although this may not be 
apparent to clinicians at the time. 
Thus, we see in smoking intervention some of the ways in 
which social processes may influence the development of 
behaviour and play a part in changing it. The following 
sections explore how social processes influence patient 
response to symptoms and co-operation with management 
in respiratory care. 
Response to Symptoms: Illness Behaviour 
When and why do patients decide to seek medical help for 
respiratory symptoms? Why do patients sometimes appear 
to deny symptoms and to underuse services? Why do 
patients use services inappropriately (such as repeated use 
of an emergency department instead of general practice for 
asthma episodes)? 
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DEMOGRAPHIC FACTORS: AGE, GENDER, 
EDUCATION, SOCIOECONOMIC STATUS 
Gender is probably related to response to symptoms. 
Among COPD patients women are significantly more dis- 
tressed by respiratory symptoms than men (for equivalent 
levels of symptoms) even though they do not report more 
activity limitation from the symptoms (15). Similarly, 
Anson et al. (16) surveyed 238 mildly hypertensive patients 
and found that women reported more distress than men 
and were twice as likely to evaluate their health as poor. 
Education and SES are less clearly associated with 
patient responses to symptoms. For instance, Wyke et al. 
(17) surveyed 234 families with children under 11 years, 
assessing factors associated with consultations for child- 
hood cough. Unemployment of father and mother’s educa- 
tion less than 12 years were not predictors of higher 
consulting rates when severity of presenting symptoms was 
controlled for. 
As this study shows, relationships between demographic 
factors and patient behaviour will occur because demo- 
graphic characteristics are indicators of greater social need 
and higher morbidity (18), but this may not indicate that 
attitudes to help-seeking differ in different social groups. 
SOCIAL FACTORS AND PATIENT RESPONSE 
TO SYMPTOMS 
Patient response to symptoms may be determined by indi- 
vidual ‘response styles’. These styles will probably have 
been learnt in early family experience but may be only 
weakly linked to basic demographic characteristics. A 
response style is a set of social expectations about when a 
symptom is a ‘legitimate’ trigger for seeking medical care. 
Severity is not necessarily a major determinant of the 
decision to seek help. It has been said that the question the 
GP often needs to ask is not ‘Why has this patient come?’ 
but rather ‘Why has this patient come now? Social factors 
which influence help seeking when symptoms occur have 
been found (19) to be: 
(1) work interference caused by symptoms; 
(2) social emotional interference; 
(3) duration of symptoms; and 
(4) ‘sanctioning’. 
Some patients appear to be triggered to seek medical help 
only when they perceive symptoms as interfering with their 
capacity to carry out their job. Others are more influenced 
by the duration of symptoms and will not seek help unless 
symptoms persist over time. ‘Sanctioning’ refers to patients 
whose help seeking seems to need to be ‘sanctioned’ by 
others such as workmates or family members. A final group 
appear to be most influenced by emotional factors. They 
seek help for physical symptoms when other emotional 
stresses occur, or they seek help when symptoms interfere 
with their social and emotional relationships. 
Response styles explain what sometimes seems irrational 
in patients’ response to acute illness. The theory emphasises 
that ‘severity’ may not be the main cause of patient help 
seeking. Clinicians are acquainted with patients who con- 
tinue to work even though severely distressed with asthma. 
Rather than a lack of perception of severity, this may reflect 
a social norm that, if the patient can still work, his or her 
symptoms cannot be serious enough to warrant action. 
Duration of symptoms is probably an extremely important 
cultural norm in our society. Contact with medical help is 
not appropriate (according to this norm) unless symptoms 
have lasted for some time. In a study of 130 patients 
admitted to hospital with acute asthma (unpubl. data) 
we found that the likelihood of patients contacting their 
general practitioner in the month before admission was 
significantly related to duration of symptoms. Patients who 
did not contact a GP had an average of 3 days of significant 
symptoms, compared with 7 days for those who did con- 
tact. Duration of symptoms was significantly related to 
likelihood of contact, independent of patient perception of 
severity. 
PATIENT BEHAVIOUR: APPROPRIATE USE OF 
SERVICES 
Why patients do or do not seek help at particular points is 
probably influenced, as described above, by cultural and 
family styles of response to symptoms and is not well 
predicted by socioeconomic characteristics. Where patients 
seek help from is strongly linked to socioeconomic factors. 
For instance, Garrett et al. (20) studied A&E attenders in 
New Zealand. They found that hospital emergency depart- 
ments were seen as the ‘normal’ place to seek care, rather 
than primary care, for people with lower SES. Dales et al. 
(21) studied 448 patients who repeatedly visited A&E 
departments. They found that the frequent attenders did 
not lack perception of asthma severity and did not show 
psychological morbidity, but they were less well educated 
and more likely to be unemployed. Partridge et al. (22) 
found in a study of 1292 A&E attenders in the U.K. that 
the majority attended without seeking help from their GP. 
Only 12% reported perceived non-availability of their GP as 
their reason for attending the Emergency department. 
In these studies the most consistent social factor predict- 
ing patient distress, greater need and greater use of hospital 
services rather than GP care is unemployment. In the 
Partridge study 19% of A&E attenders were unemployed, 
compared with a British average of about 8%. These studies 
suggest that within more deprived groups GP care is not 
automatically seen as the natural option. In the Partridge 
study only 2 or 3% of A&E attenders were not registered 
with a GP, but they chose not to ask for help from their GP. 
As Garrett et al. have pointed out, there seem to be barriers 
to GP use for some groups. We do not have a good 
understanding of what these perceived barriers are. 
PATIENT CO-OPERATION WITH 
MANAGEMENT 
Yoon et al. (23) carried out a controlled trial of an asthma 
education programme among patients admitted to a 
Melbourne hospital. Although 164 patients agreed to 
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participate in the programme only 51 actually attended. 
Patients were most likely to attend if they were female, 
non-smokers and in the care of physicians who were 
involved in the study. Severity of asthma and number of 
previous hospital admissions did not predict attendance. 
Fish et al. (24) examined attendance at an asthma 
education programme for parents of children with asthma. 
They found that the most significant predictor of non- 
attendance was smoking status of parents. Demographic 
characteristics and frequency of child symptoms were not 
significant predictors when smoking status was controlled 
for. Twenty-two per cent of parents who both smoked 
attended the programme, compared with 76% of 
non-smoking parents. 
Meijer et al. (25) assessed family functioning and degree 
of success in managing asthma among 70 asthmatic chil- 
dren. They found that family interdependence and cohesion 
and a structured organization within the family were most 
strongly associated with well-controlled asthma. This was 
manifest in more frequent correct use of medication among 
these families. 
Kyngas and Hentinen (26) interviewed 51 young people 
with diabetes. They identified four styles of self-care, which 
they called ‘good compliance’, ‘imposed compliance’, 
‘conscious non-compliance’ and ‘non-compliance’. The 
‘good compliance’ group described the actions of their 
parents as being a significant source of motivation. There 
was joint planning of self-care between parents and children 
in this group. The behaviour of friends of the ‘good 
compliers’ was also supportive, with friends changing their 
own lifestyles to be more in keeping with those of the 
diabetic. The ‘imposed compliance’ group did not feel that 
their self-care was a joint action with their family, but was 
imposed on them. The ‘conscious non-compliant’ group 
were in conflict with their parents and saw diabetic self-care 
as incompatible with their friends’ lifestyles. 
Conway et ul. (27) interviewed 80 cystic fibrosis patients. 
They found no relationship between patient compliance 
with treatment and sociodemographic characteristics, or 
severity score or knowledge about cystic fibrosis. The most 
compliant patients were those who were most frequent 
outpatient attenders. 
In none of these studies were demographic factors 
strongly related to patient behaviour. Social relationships 
with peers, family styles of management and patient-carer 
relationship appeared to be the most powerful social 
factors. 
Bosley et al. (28) have reported an association between 
depression, measured by the HADS scale, and non- 
compliance with inhaled steroid among 102 clinic out- 
patients. Psychosocial morbidity is higher among people 
who are socially deprived, and poor self-management in 
these groups is likely to be part of general social distress. 
However, for the majority of patients there is not strong 
evidence that psychological factors explain patient non-co- 
operation with management. Harding and Model (29) 
found that among general practice patients non-compliant 
patients were younger, had fewer symptoms and did not 
appear to be at risk from their non-compliance. Wjst et al. 
(30) concluded from a study of 2634 children that those 
with asthma showed no more psychological morbidity than 
non-asthmatic children. 
For most patients, it is probably true that neither demo- 
graphic factors nor psychological factors explain patient 
non-compliance with management. From the studies 
described above it seems that personal styles are the major 
determinants of co-operation with management. Also, these 
studies have hints that the patientdoctor relationship 
(particularly continuity of care) may increase the chance of 
co-operation. 
PERSONAL STYLES OF NON-COMPLIANCE 
A social theory of non-compliance, among patients with 
chronic conditions, has been presented by Conrad (31). 
This theory argues that most non-compliance is explained 
not by factors such as knowledge or education but by the 
extent to which patients ‘self-regulate’. Self-regulating 
patients modify medical advice for their own purposes, 
There are three styles of self-regulation of medication. 
These are: 
(1) testing; 
(2) pragmatic practice; and 
(3) destigmatization. 
‘Testing’ describes patients who vary and decrease their 
medication to see whether they still need it. These patients 
explore whether they can ‘do without’ their prophylactic 
medication. ‘Pragmatic practice’ occurs when patients 
believe they have identified the periods in which they 
can decrease or stop medication. These patients return to 
or increase their medication when expecting stresses or 
changes. 
Destigmatizers are reluctant to use medication. They 
dislike the sense that this labels them as chronically ill. 
Destigmatization has been identified among asthma 
patients by Sibbald et al. (32). Patient dislike of taking any 
medication regularly (33) is manifested in each of these 
self-regulating styles, 
Conclusions 
INTERVENTIONS IN ILLNESS BEHAVIOUR: DO 
SOCIAL FACTORS MATTER? 
Yoon’s study demonstrates that demographic factors such 
as social status, gender and education influence patient 
willingness to take part in formal, controlled educational 
interventions. The various recent studies of successful man- 
agement interventions (3439) have usually not investigated 
whether successful outcomes for patients are influenced by 
social factors. It seems likely that behaviour change for any 
particular individual is not strongly associated with 
their education or socioeconomic position, but may be 
associated with group styles of managing illness. 
These differences in styles of responding to illness explain 
why patients sometimes seem to act inappropriately when 
managing respiratory episodes and to disregard medical 
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advice, or do not comply with medication regimes. Under- 
standing these socially influenced styles of behaviour is vital 
to developing effective interventions to support patients in 
good management. 
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